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| During the Life Safety portion of the survey .
| conducted on February 25, 2012, no licensure |
| deficiencies were cited under chapter 1200-8-6,
. Standards for Nursing Homes.

A

i L
Division of Health Car

. (X5) DATE
o M 2 iAo s 3/i5/13
LABORATORY DIRECTOR'SAIR PROVIDER/SUFPPLI EPRESENTATIVE'S SIGNATURE

STATE FORM 6ane VOPK21 If continuation sheet 1 of 1

WR 182013




